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THE HOSPITAL IN SOCIETY - 
| Health, Attitudes and Values 


by Michael Wilson, MD 


Dr Michael Wilson was formerly a medical missionary in Ghana. Ordained as a clergyman, he later became Lecturer at St Martin in the 
Fields Church in Trafalgar Square, London. From there, he joined the late Dr R. Lambourne in developing a course of pastoral studies 
at the University of Birmingham, where he now directs the programme. 


The following paper was first presented to the Ontario Hospital Association in October 1974. It is a significant contribution to the enlarging 
debate which questions whether the determinants of health and sickness lie so much in our medical technology and health care systems 
as in social and political order and in the personal behaviour we choose or that may be forced upon us. Many of the ideas in this paper 
have been extended in Dr Wilson’s new book which is to be published shortly by Darton, Longman & Todd, London, under the title 
“Health is for People”. 


THE HOSPITAL IN SOCIETY 
Health, Attitudes and Values 


by: Michael Wilson, M.D., M.R.C.P. 
Lecturer in Pastoral Studies, University of Birmingham, England 


In his novel, 1984, (1) Orwell describes four ministries through 
which the party holds power: a Ministry of Peace concerned with 
war; a Ministry of Love for law and order; a Ministry of Plenty 
to deal with scarcities; a Ministry of Truth where a vast system 
of brain-washing is planned and executed. He did not need to des- 
cribe a Ministry of Health concerned with disease; we already 
have one. | 


A MEDICAL MODEL OF HEALTH 


In England, our understanding of health is based upon our know- 
edge of illness. Professions concerned with health care attend to 
the prevention, diagnosis and treatment of illness. The institutions 
in the Health Service (particularly those teaching hospitals where 
future members of the professions are trained) are founded upon 
the same concept - that health is obtained through the eradication 
of disease. . 


We find it difficult even to speak of health without speaking of ill- 
ness because our notion of health has been reduced to non-illness. 
This clinical model of health shapes our very perception of illness 
and our pragmatic approach to its cure. Some of the finest achiev- 
ements of this century, such as the heart transplant, some of the 
greatest endeavours of man, such as the world-wide spread of hos- 
pitals, owe their inspiration to a desire to conquer disease and re- 
lieve human suffering but increasing technological skill is making 
a mechanical product of health. 


It is therefore important to try and tease out the beliefs which 
shape our understanding of health and illness, and find expression 
jn our practice of hospital medicine, in our styles of professional 
work. Beliefs have expensive consequences. 


wi suggest that our health care system is the victim of a built-in con- 
tradiction - that you obtain health by eradication of disease. As we 
increase our ability to discover defects in human biology and be- 


haviour, the complexity of disease grows. Therefore, within our 


present conceptual framework — a medical model of health - there 
is no solution to the problem of illness. A system of medicine 
founded upon knowledge of disease does not produce health: it 
can only discover more disease and create the very needs which 
it is supposed to meet. 


A hospital service can never be brought up to a desirable standard 
in terms of resources and staff. Because the more we look for dis- 
ease the more we find, the more technological facilities we require 
to deal with it, and the more staff we need with more specialist 
training. To this process, with modern technological to help, there 
is no limit until a people becomes conscious that there is more to 
life than keeping oneself disease-free: and that is a choice of va- 
lues. 


Beveridge could not have been more wrong when he predicted 
‘that, after an interim period catching up on the backlog of illness, 


the cost of the British National Health Service would diminish. 
Since 1948, the Service has expanded continuously, the logical vic- 
tim of its philosophy (2). 


HOSPITALS 


The most modern group of hospitals in Birmingham, England, is 
now referred to as The Medical Centre. It is important to examine 
the assumptions on which such a centre is based. The types of hos- 
pital which men build faithfully reflect their attitudes to life and 
death, illness and health; faithfully reveal in mud and wattle, or 
concrete and steel what man believes about himself, how he un- 
derstands life, suffering and death; and how he responds to ill- 
ness, whether by curing or caring, banishing or seeking to probe 
its causes. The hospital is a mirror of social beliefs about man in 
society. Beliefs shape buildings. 


A hospital is one of the most powerful socializing influences in a 
country, comparable perhaps with the publicity media in its power 
to convey attitudes and values about life and death. Because we 
are human and reflect upon our experience, a hospital is a living 
learning arena in which patients respond to some of the sharpest 
crises that men and women ever have to face. (3) Every illness is 
a reminder of how vulnerable we are. We hold our treasure in a 
very earthen vessel. So important is this human response to the 
experience of illness, death and healing (experience which may 
make or break individuals, families or nations) that I would wish 
to describe the primary task of the hospital in society not in terms 
of cure or care or research - important though these unquestion- 
ably are - but in terms of human learning, thus: 

“The primary task of the hospital is to enable patients, 

their families, and staff, to learn from the experience of 

illness and death how to build a healthy society.” (4) 


Whether we would agree upon its significance or not, the process 
of learning, because we are human, goes on - is now going on - in 
hospitals. What do we learn in a hospital: this living, learning ar- 
ena? 


It is not easy to bring to consciousness for critical examination the 
assumptions upon which hospital medicine and nursing are based. 
Often assumptions are powerfully held because they are linked to 
the values, emotional fulfillment or prejudices of staff, patients 
and their families. But these assumptions are powerfully con- 
veyed to all who take part in the life of a hospital. They form what 
might almost be called, “the gospel of the hospital”! 


a) That the cure of disease is more important than the care of 
people. 


In Britain, this has immediate practical consequences in that acute 
episodic diseases — particularly those which kill middle-aged males 
~ receive priority in funds compared to hospital units which offer 
little or no hope of clinical cure - notably for the mentally handi- 
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capped, people with long-stay emotional illness, or geriatrics. Such 
units tend to be short of funds and staff; they are of low prestige, 
and it is in these units that many immigrant nurses and doctors 
are employed. 


b) That the provision of health is a task for the experts. 


In hospital, we focus deliberately upon the individual patient. It 
has been part of the strength of hospital medicine for doctors to 
be able to isolate the patient, diagnose his disease and concentrate 
detailed research and therapeutic power upon a localized lesion or 
system. Important discoveries have been made through special- 
ism in medicine and surgery. 


The disadvantages of specialism are not so readily admitted. One 
of them is that the word, ‘amateur’, becomes a dirty word. More 
and more we look to ‘the experts’ to do something about our 
health care for us. 


Patients tend to regress for many reasons: it is often part of the 
disease process. It may also be part of the process of readjustment 
to a breakdown. The strong attitudes of staff engender an attitude 


of passivity and trust in those who know their job. This is entirely- 


appropriate in so many conditions. But it is resulting in a society 
whose members are less and less willing to accept any responsi- 
bility for their own health care, and who look for short-cut solu- 
tions to every painful experience. The skill and strength of staff 
may make patients’ families feel superfluous. After all, we can 
cure the patient without the family. 


Very few patients are 100% passive. Most are well capable of res- 
ponsibility for helping to make a good recovery. The work of com- 
munity therapy units has shown how it is possible to give patients 
a voice, to enable them to become agents. 


Recent enthusiasm for teamwork in hospital, so essential in an in- 
stitution where professions multiply, may lead to even greater ap- 
pearance of power beneath which the patient feels crushed — un- 
less the patient is also treated as a member of the team. 


The full burden of the emphasis on curative medicine, and con- 
sequent specialism is seen in the developing world (e.g. in Nigeria) 
where: 

“Three quarters of our population are rural, yet three 

quarters of our medical resources are spent in the towns 

where three quarters of our doctors live. Three quarters 

of the people die from diseases which could be preven- 

ted at low cost, and yet three quarters of medical bud- 

gets are spent on curative services.” (5) 


There is no blueprint of how to be a doctor, nurse or social worker: 
our professional styles must adapt to the needs of the situation 
where we practice. Today, it can be argued, our medical style no 
longer meets the needs of society. 


c) That death is the worst thing that can happen to man. 


We are a death-fearing society and the practice of medicine and 
nursing is influenced by such social fears and expectations. We 
defer consideration of death to the end of life because we do not 
accept it as a part of what being human means. Hospital staff are 
at the receiving end of a social taboo on death and feel death as 
a failure. Such are group dynamics that ward staff will attempt to 
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deceive patients, and a doctor will resuscitate elderly and clinically 
unsuitable patients to the point where one must ask: Whose needs 
are being met - patient’s, staff's or family’s? 


Death, the great insoluble incurable fact, is denied. Death is be- 
lieved to be dominant over life. Sartre vividly describes in his nov- 
els the resultant meaninglessness which has spread through life. 
Medicine cannot but share in this loss of meaning, for the style of 
being a doctor is influenced by the society and culture of the day. 
Prolongation of life is not necessarily good in itself. It is a possi- 
bility for good or evil. There is more to being human than just be- 
ing well. It is not the doctor’s fault if his powerful skills to prolong 
biological life bring greater problems to humanity in terms of qual- 
ity of life; if the man or woman whose life he has saved lives on 
into an old age of poverty and a sense of worthlessness. /t could 
be better to die young, alive, than to live old, dead. 


Over a century ago, Darwin pointed us to the meaning of biolog- 
ical death in the evolution of the species. Teilhard de Chardin calls 
death, “The great lever in the upsurge of life”. It is not the end of 
life we have to fear, but the death of quality in our lives here and 


now. 


“Is it not strange that men may die before their bodies 
do, 

And women's souls fade from their eyes? 

Where have they gone? 

Tis strange but it is so.” (6) 


In social terms, a society may ‘kill’ (may treat in a way which spells 
death for) those of whom it disapproves, those whom it fears, 
those by whom it feels threatened. So society excludes (kills, 
sometimes literally) either by its attitudes, by segregation, institu- 
tionalization or execution, the bad, the mad, the black, the widow, 
the leper, the aged, the underprivileged, the mentally subnormal, 
the rebel, the dying and the poor. Medicine has its hand, for better 
or for worse, in the development of social attitudes to the ill, the 
deviant, and to death. 


These are some of the assumptions which underlie our profession- 
al styles of health care in the Western world. Because we do not 
consciously examine these ideas, they are powerfully conveyed to 
those who take part in the life of the hospital, and through them 
to society. 


We have spoken of the hospital as a living, learning arena. We 
have described some of the lessons which are being learnt, and, 
above all, the implication that health is to be obtained by the eradi- 
cation of disease. This is a fallacy. But it may be very difficult to 
perceive the situation in any other terms. Our perceptions, our lan- 
guage, our institutions and styles of health care are shaped in the 
clinical model of health. We must now go on to ask: What then 
is health? How do we understand illness if we base our knowledge 
of illness upon our understanding of health, rather than our know- 
ledge of health upon our understanding of illness? What practical 
implications follow for hospitals from such a profound shift of 
concepts - a veritable conceptual repentance? 


HEALTH 


At different times and in different cultures men have seen health 
differently. It is a word that has stood for the way in which a peo- 
ple see what might be called, ‘the good life’: 


“The Navaho conception of health is very different from 
ours. For him health is symptomatic of a correct rela- 
tionship between man and his environment: his super- 
natural environment, the world around him, and his fel- 
low men. Health is associated with good, blessing and 
beauty: all that is positively valued in life... The Nav- 
aho does not make the distinction between religion and 
medicine that we do; for him they are aspects of the 
same thing...’’(7) 


The Jewish concept of Shalom, literally, ‘peace’, was very similar: 
“Shalom is not something that can be objectified and 
set apart. It is not something which can be enjoyed in 
isolation. Shalom is a social happening, an event in in- 
terpersonal relations. It has to be found and worked out 
in actual situations.” (8) 


Health is a concept related to the culture of a people. \t cannot be 
defined absolutely, but it can be recognized and described as dif- 
ferent people seek to work it out in actual situations. 


Another concept of health is given practical expression in the 
army. If the sickness rate in an army unit rises, the commanding 
officer will look at the unit’s morale. He will take general measures 
to raise the morale. Not only will he survey their conditions of ser- 
vice, but he will also look to the whole purpose of the unit and see 
that the unit’s task is understood. Working to raise morale is the 
result of a different perception of illness to that of the health care 
service where an increase in illness would be countered by (say) 
more hospital beds and more staff. The work of Revans has also 
shown how in different hospitals the sickness rate among student 
nurses is an indicator of high or low morale. (9) He has also studied 
morale in relation to pit accidents. 


Over the last twenty-five years, public health has had a profound 
influence on our own ideas of health and shown us that, not only 
has health a social dimension, but that, in concerning itself with 
water supplies, diet, and compulsory vaccination, it has a political 
dimension. The question of priorities raises matters of political 
choice: political because health concerns the quality of our life to- 
gether in a family, a neighbourhood, a nation, and internationally; 
a choice, because our resources are limited. 


Likewise, over the same period, psychiatrists have introduced a 
new cluster of criteria for the evaluation of individual and social 
well-being. We must now include interpersonal factors such as ac- 
ceptance or prejudice, ability to adapt to social change, attitudes 
to old age and death, and the stability of marriage and family life 
in our evaluation of the health of a society. These criteria can be 
seen to contain ethical assumptions. 


Health, then, is situational: that is, it is related to what a people be- 
lieves to be fullness of life for them. And in seeking health, they 
must choose between different factors in a world of limited re- 
sources. Health is, therefore, an ethico-political art. 


In his research work on job dissatisfaction in industry, Hertzberg 
distinguished (but did not separate) two sets of factors. (10) Job dis- 
satisfaction was related to the conditions in which work was done 
- wages, canteen facilities, time off, and so on. These he recog- 
nized as fulfilling the worker’s basic biological needs. He called 
them Adam factors. Job satisfaction was related to a distinct set of 
factors which are more difficult to evaluate: they were related to 
the nature of the work, whether the worker shared in making de- 
cisions, whether the work was fulfilling and offered wider scope 


in the future, the type of leadership. These factors he called Abra- 
ham factors (because Abraham was a much more adventurous, 
more fully human person than Adam). And these factors are re- 
lated, not just to the needs of man as creature, but to man as man. 


In the same way there are a whole range of Adam factors and 
Abraham factors which we may describe in relation to health. 
There are man’s Adam needs for basic hygiene - food, water, 
shelter, clothing, and among these factors we must include non- 
illness. This is the wider social context within which we compete 
with other hygiene provisions for our basic biological needs such 
as agriculture, housing, care of the environment, water, transport 
and schooling. All these, in addition to being well, make for our 
biological satisfaction. It is in these that we are affluent, but af- 
fluence does not guarantee health or high morale. 


Man cannot /ive by bread alone. There are also man’s Abraham 
needs which relate to interpersonal harmony, responsibility, sense 
of purpose and meaning, human dignity, communication, and 
sacrifice. In Great Britain, we are surfeited with provision for our 
Adam needs: yet we sometimes speak of a sick society. In an Afri- 
can village, there may be a heavy burden of parasitic and other dis- 
eases, almost no hygiene provision whatsoever; yet the people are 
distinguished for two things: their generosity to strangers in shar- 
ing the little that they have, and their capacity for celebration and 
dance. These might be two of the criteria of a people’s health. They 
prompt the question: How much basic hygiene is enough to make 
health possible ?\ deliberately put the question in this way because 
health is rather like telling a joke. You cannot be certain that peo- 
ple will laugh. In the same way you can make full provision for 
a people’s basic hygiene needs, but you cannot be certain that they 
will be healthy. Health comes as a surprise, as a gift, beyond our 
own contriving. 


ILLNESS 


In the light of what we have said about health, what new things 
may be said about illness? 


It is acommonplace that much illness may be recognized as a dis- 
ease of interpersonal relationships in a family. There are hospitals 
which now admit the whole family, not just the disturbed indiv- 
idual. Or better still, send a professional to the home situation 
where distress arises. 


Illness may further be seen as a form of social communication. In 
my own hospital in Africa, three of the commonest diseases were 
malnutrition, venereal disease and tuberculosis. They were found 
in labourers from the Nothern Territories who came one thou- 
sand miles south to seek work. They were exploited as temporary 
labour, and the diseases from which they suffered were sympto- 
matic of poverty, overcrowding and separation from family. 


Stress disease may alsobe best understood in social terms, rather 
than individual terms, as a form of social communication which 
exists in individuals, calling attention to a sick style of life. ° 
“We all share in this suffering, though only certain peo- 
ple bear it.” (11) 


Suicide, accidents, obseity and smoking, those factors which fea- 
ture in the present ill health of the nation and which contain an 
element of personal responsibility, can be viewed as indicators of 
morale. 


There is evidence that, when we speak of illness, we are describing 
a complex of human responses (to a situation) of which body pa- 
thology is only one. Surveys have shown that large numbers of 
people who are well - functionally - show the same kinds of body 
pathology as others in hospital who are ill. Equally important are 
the reasons why people go sick when they do. Zola, for example, 
has described personal, social and racial differences in response 
—to bodily signs. (12) And if a doctor treats pathology only, with- 
out also discovering why the patient has gone sick when he has, 
the patient is more likely to discontinue his treatment and the heal- 
er has lost the chance to deploy his art. 


There is still in these widening approaches to disease a profound 
rejection of phe experience of illness, of painful experiences, of 
suffering as intrinsically bad. McMurray wrote: 

“It is not possible to develop the capacity to see beauty 

without developing also the capacity to see ugliness, for 

they are the same capacity. The capacity for joy is also 

the capacity for pain. We soon find that any increase in 

our sensitiveness to what is lovely in the world increases 

also our capacity for being hurt. This is the dilemma in 

which life has placed us.” (13) 


This is not a plea for resignation in the face of disease; that would 
be to betray human endeavour. But it is a plea to distinguish des- 
tructive and creative sqffering, for a more profound diagnosis of 
the place of pain and suffering in growth towards greater human- 
ness. Health pogitively includes suffering as a creative way of 
dealing with hostile and destructive feelings. Indeed it seems that 
the very existence of a healthy society requires some who are 
ready to bear the consequences of their own and others’ folly. 
Bearing one another’s burdens. 


“In fact, there could be no full health without sharing 
the burdens of sickness, so that a perfect health service 
where training, organization and equipment totally re- 
moved the need for self-sacrifice is a logical impossibil- 
ity.” (14) 


Hospitals can no longer cope with the problems that are being pre- 
sented to them. There is a changeBin the pattern of illness. One 
of the distinctive developments in our society over the past twenty 
years has been the growth of voluntary societies such as: Alcohol- 
ics Anonymous, the Samaritans (suicide), the Richmond Fellow- 
ship (emotionally ill), Gingerbread (one-parent families), the Cyre- 
nians (vagrants). All these societies provide long-term, costly, per- 
sonal care. It is as if there is a cri de coeur from people seeking a 
personal model of healing. We need one another’s technology, but 
we also need one another. (15) 


We must take seriously the social disharmony of which stress dis- 
ease is a symptom, help the patient in his own family and work 
situation towards new insight, and give continuing support as he 
digests what is often a painful experience. 


At this point, we must change our perception of illness. Illness has 
a voice. We must move from ideas of therapy to ideas of learning. 
Illness is a learning experience. And the word ‘doctor’ means 
‘teacher’. 


In acommunity therapy unit, the doctor can already be seen in his 
role as interpreter and teacher. In Nigeria, Morley has shown how 
a doctor can be primarily a teacher. (16) In his under-fives’ clinic, 
the doctor is a teacher who supports the nurse in her clinical and 
educational work face to face with mother and child. A very sim- 
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ilar experiment in Britain is the work of a practice nurse, who is 
able to take a great deal of primary care work off the shoulders 
of general practitioners. (17) And our health visitors are that rare 
profession in health care, who function among the healthy in non- 
crisis situations. (18) 


No one can foresee quite how the health care systems of the Wes- 
tern world will develop. We have reached a crisis, and to be able 
to see one step ahead is probably all we can hope for. There are 
important philosophical changes coming. I have tried to indicate 
their shape. Fundamentally, I think our beliefs about the nature 
of good and evil are involved. The incredible advance of medical 
knowledge and technology since the war has given every encour- 
agement to those who perceived illness as something which was 
to be overcome - an enemy of mankind. And in the relief of hu- 
man suffering we shall continue to cure, to operate, to treat and 
to fight disease, although we are steadily getting more and more 
mechanized in this field. 


With the clearing away of the more obvious infections, however, 
disease at a deeper level of the person, especially the ‘self in relation- 
ship’, has become evident. 


Most illness cannot now be viewed as something which can be 
cured, exorcised or treated as an entity which is separable from 
the person. We are all - together - both well and sick. There is some 
inner harmony to be established if we are to be healthy. 


Now we are faced by illness which must be borne; illness from 
which we must learn, understand and wrestle health; illness as a 
symptom of social disease; illness to deal with for which we need 
not only technology but one another. Illness is not necessarily the 
enemy of health. 


From what I have said about health and illness, certain practical 
implications follow. In spite of our cultural preference for single 
thrust solutions, there are in fact no such solutions. Rather, there 
are many small suggestions to be carried out over a wide front. 


PRACTICAL IMPLICATIONS 


1) We need to reshape our beliefs about health and our under- 
standing of illness. The reformation of beliefs and attitudes is es- 
sential if we are to escape the inherent contradictions in our health 
services which are inexorably increasing their size and cost. But 
financial factors apart, we as a people need once again to be able to 
choose a style of health which can enhance our humanness. This 
needs a new perspective: we are partly responsible for the whole, 
not wholly responsible for a part. 


2) Doctors particularly are facing a professional identity crisis. If 
the work of a doctor is to be thought of as a balance between the 
two poles of therapy and teaching, then, today in the West, the bal- 
ance needs to move towards the teaching pole. Doctors, particu- 
larly in the developing world, are already facing this with courage. 
There is an account of what this means in practice by a surgeon, 
trained in the U.S.A., who found himself working in a largely rural 
part of Korea. (19) In the Western world, the changes required are 
no less sharp. Part of this change depends on a new valuation of 
the role of social workers and nurses, who, in many spheres, are 
well able to work as colleagues to doctors rather than as aides. 


3) Anew consciousness of the role of the hospital in education for 
health does not mean the immediate introduction of new types of 


educational unit. It means making use of existing opportunities for 
listening, conversation, group discussions. The work of psychia- 
trists in community therapy units indicates the kind of joint enter- 
prise in which both staff and patients listen and learn together. 
The seminars of Dr Kiibler-Ross with dying patients have shown 
that often it is the patient who has something to teach staff; both 
learn together. (20) Dr Kiibler-Ross is simply making full use of 
clinical opportunities for education. Education for health is not 
simply an extra to be tacked on for those who like that kind of 
thing. It is what health and illness are all about within the move- 
ment of man towards greatness. 


Every time a doctor meets patients and families, there is a ready- 
made learning opportunity. Staff in hospitals need look no further 
than their own clinical material for learning from the experience 
of illness and death how to build a healthy society. 

The importance of the health service as an information service for 
society is clear. Information about the symptoms and signs of 
what is going wrong in a society may be more important than 
treating those symptoms which, in the long run, could conceal the 
real trouble. The prominence of stress diseases today is a social 
warning which must not simply be solved or tranquillized out of 
Die: and mind. 


4) Inevitably, this kind of understanding of illness will involve a 
new emphasis on the primary care of patients in the community. The 
work of Balint has shown us how patient and physician shape the 
course and outcome of an illness between them. (21) It is in the 
_ early stages, when a patient is still in his own context, and when 
the illness is relatively unshaped, that understanding may be most 
fundamental. Hospitalization tends to harden an illness into the 
kinds of clinical syndrome which both staff and patients can toler- 
ate. We have learnt a lot about institution-shaped illness. 


5) Given a wider understanding of health in society, the health 
care service is then accorded its proper authority in the field of 
prevention, diagnosis and treatment of disease. But health plan- 
ning belongs to society more widely. To discuss health, one must 
have present, in addition to hospital professions, housewives, art- 
ists, ministers of religion, teachers, environmentalists, architects, 
industrial leaders, and so on. Within this context, hospital techno- 
ogy becomes a good servant for use on a human scale in ways that 
meet the criteria of society. In our British revised Health Service, 
we have appointed local Community Health Councils with this 
purpose of giving the public a voice. 


6) Two general practitioners in the U.K. spent every Thursday 
evening last summer meeting a different group of their patients, 
for refreshment and discussion about the work of the practice. 
They went on to discuss what kind of health centre they might 
build locally and what facilities it should have. (22) The design of 
a health centre is a sensitive indicator as to what we mean by 
‘health’. The Peckham Health Centre of thirty years ago and our 
modern health centres are quite different in aim and structure. (23) 
A modern centre is a polyclinic, well equipped for the diagnosis, 
prevention and treatment of disease. The Peckham Health Centre 
was a family centre, equipped with library, swimming bath, restau- 
rant, stage and play areas. It aimed to enhance the quality of life 
in a deprived area. The medical laboratory subserved this aim. 


Not only do our beliefs shape our buildings, but our buildings shape 

our beliefs. (24) The design of a health centre influences the atti- 
tude and perception of those who use it and grow up with it as part 
_ of their assumed philosophy about what health is. New imagina- 
‘tive designs can influence people’s attitudes. 


7) Caplan describes people in society whom he calls cu/ture car- 
riers. These are key people in the local life of street, town, and hos- 
pital, whose conversation and attitudes shape public opinion. Such 
people would be germinal in any change of understanding. 


The many volunteers in hospital and voluntary services in the 
community can likewise be a leavening influence in their neigh- 
bourhood. Today, you almost have to go on a training course be- 
fore you can visit your grandmother! It should be possible to un- 
scramble (as it were) a regular proportion of volunteers and send 
them back into the community with the simple instruction to be 
a neighbour and never call themselves anything else. 


8) The relationship between good morale and sickness rates 
(noted in the army and schools of nursing education) is worthy of 
further research. Two factors, the size of the unit, institution or 
community, and the type of leadership are important. The oppor- 
tunity to understand and share responsibility for the task of the 
unit also has an effect on people’s sense of meaning. 


In selecting the matter of morale as worthy of further research, 
I have obviously made an ethical choice: therefore... 


9) Because health is a matter which involves choices of value, 
ethical sensitivity is required for a community to grow. Denied its 
value content, health must become a clinical or political shuttle- 
cock. 


T.S. Eliot worte: 
“The first important assertion is that no culture has ap- 
peared or developed except together with a religion: ac- 
cording to the point of view of the observer, the culture 
will appear to be the product of the religion, or the re- 
ligion the product of the culture.” (26) 


The importance of the relationship between religion and culture 
is that it provides the essential basis for making ethical choices: it 
also provides a future vision which gives a sense of direction to our 
present work. We need some lectureships (if not a Chair) in some 
subject such as Health and Human Values, but better still, men and 
women who are alert to ethical questions and who will, within 
their present profession, ask ethical questions about their work. 


It is easy to drift into the situation where we try to make the clin- 
ical facts or the financial facts make our decisions for us; this is 
another name for expediency. 


Recently the Duke of Edinburgh, speaking in Australia, said: 
“Until it can be demonstrated that science, technology 
and economic growth can take the place of religion and 
provide that essential inspiration and motive which has 
created all great civilizations in the past, it would ap- 
pear that our culture is simply free-wheeling on our 
Christian inheritance. 


“The very essence of most religions... is that they pro- 
vide the only satisfactory alternative to expediency in 
making judgements and decisions on the important is- 
sues which each generation has to face.” (27) 


I suggest that the most important question which we face today 
is: What do we mean by health? (28) 
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CMC NOTES 


One of the most distinctive, indeed unique organizations in the 
field of aid and development is the Intermediate Technology Dev- 
elopment Group (ITDG) of London. Its purpose is to apply in 
practice the principles of ‘intermediate technology’ put forward 
some ten years ago by Dr E.F. Schumacher. These were, briefly, 
that developing countries are not best served by a mere transfer 
of Western sophisticated, capital-intensive technologies. What 
they require are technologies appropriate to their own needs, mak- 
ing economical use of their scarce capital resources, full use of 
their abundant labour resources, relying on locally available raw 
materials and serving local markets. 


The Group is itself a charity, and is supported by a range of other 
charities, including Christian Aid. One project supported by Chris- 
tian Aid is the building of ferro-cement boats on intermediate 
technology principles on the Nile in Southern Sudan. In the med- 
ical field, it has been involved in the design and production of low- 
cost but sturdy hospital equipment. Construction details of this 

quipment, which includes drip-stands and wheelchairs, are avai- 
lable. 


The Group does not confine itself to mechanical equipment; one 
of its earliest publications was in the field of rural health. This was 
“Health Manpower and the Medical Auxiliary”, which, in recent 
years, has had a wide circulation. This small book was the outcome 
of discussions within the reural health panel of ITDG (cf CON- 
TACT 8 & 11). 


Panels are an important feature of the Group’s organization. 
These are groups of experts covering the following subjects: agri- 
culture; building and building materials; chemistry and chemical 


engineering; cooperatives; forestry and forest products; power: 
rural health; transportation; water treatment. 


The panels bring together on a volunteer basis a wide range of peo- 
ple with high-level professional expertise. They come from the 
ranks of industry, professions, academic life, and public adminis- 
tration. After reviewing the existing state of knowledge and do- 
cumentation in its subject, a panel then advises the Group on the 
research necessary to fill the gaps in this knowledge. The outcome 
is often a series of publications. The Group now has to its credit 
a considerable number of distinctive publications covering a wide 
range of subject matter. 


The Rural Health Panel has in hand at the moment two particu- 
larly interesting investigations: one is the possibility of a low-cost, 
simply-constructed hearing aid for developing countries: the 
other is research into the question of a simple, easily-maintained, 
non-electric refrigerator for the preservation of vaccines in rural 
clinics. Other work which this panel is doing includes the prepa- 
ration of an annotated bibliography for the guidance of medical 
auxiliaries, and also an investigation into the cost of purchasing 
and dispensing pharmaceuticals in developing countries. 


The ITDG now publishes a quarterly journal, “A/ternative Tech- 
nology”, which is rapidly establishing itself as a distinctive source 
of information on techniques for rural development. Further de- 
tails about this and other publications of the Group can be obtain- 
ed from: 

Intermediate Technology Publications Ltd., 

9 King Street, 

London WC2E 8HN, 

England 
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